B. CENTER FOR MENTAL HEALTH SERVICES

Overview
1998 1999 2000 Increase or
Actud Appropriation Edimate Decrease
BA .o $451,268,000 $513,737,000 $588,737,000 $75,000,000

Each year, as many as 44 million American adults experience some form of mental disorder. Of these
adults, an estimated 10 million experience a serious mentd illness of such intengty and duration that
employment, physicd hedth, housng, and the overdl qudity of life for them and ther families are
dramaticaly affected. Egtimates for the Natiorrs children are equaly significant. Approximatdly 13.7 million
children and adolescents between the ages of 9-17 experiencing a diagnosable menta disorder in any one
year. Of these children, 3.5 to 4 million have a serious emotiond disturbance of such severity thet it affects
the child-s ability to function a home, to learn a school, and to engage in neighborhood or community
activities?

Despite the millions of American adults, adolescents, and children who experience mental disorders and
serious emotiond disturbances, fewer than one in four receives gppropriate treetment for his or her disorder.
Of those who do not receive care, many gppear in other service systemsthat are not able to respond fully
to their needs, among them welfare, education, or justice,

From Ingtitutionsto Community Systems of Care

CMHS programs are the legacy of decades of work to creste community-based systems of care to people
with serious mental and emationa disorders to live productive and fulfilling lives within their communities.
The avallability of empiricaly-validated modds of community interventions has been linked to the important
and historic trend of reduced indtitutiona care and increased community mental hedlth services. In 1981,
amogt two thirds of dollars spent by State mental hedlth agencies went to inpatient hospitals.  In 1993,
dollars spent nationwide for community-based services exceeded those spent for inpatient services for the
first time. State and county mental hospital bed utilization has decreased from 413,066 bedsin 1970, to
93,058 bedsin 1992. It is expected that the decline in expensive inditutiona bed utilization will continue
asincreasingly effective community-based services become avallable. However, mgor chdlenges remain
in cregting community systems of care that respond to the needs of persons with menta health problems
through integrated services that enhance sdlf-sufficiency and maintain norma connections to home, school
and work, while preserving the respect and dignity owed to dl citizens.

1
It is estimated that a significant number of children below the age of 9 suffer from serious emotional disturbance; unfortunately, insufficient
research has been conducted to determine with precision the prevalence rates in these very young children.



People with the most serious menta disorders--psychoses such as schizophrenia and affective disorders
such as bipolar illness and severe depression--frequently exhaust their health insurance benfits, leading to
reliance on the public mental hedlth care system and frequently to Medicaid and Medicare. In addition,
individuas with serious mentd illnesses often require services and support not only from the menta hedth
sector, but dso from a variety of public and private agencies to help with housing, primary hedth care,
rehabilitation, employment, substance abuse, and other supportive service needs. Yet, dl too often, the
system of sarvices they must negotiate is fragmented, confusing, and rapidly changing. Indeed, consumers
and providers of menta hedth services face a hogt of additiona uncertainties in the wake of State-level
hedth care reform initiatives, the growth of managed care, nationd welfare reform, and Socid Security
disability reform. What has been called for has been a centrd resource to help address these nationwide
issues.

The Role of the Center for Mental Health Services

In its unique dua role, CMHS supports both knowledge development about and the ddivery of
comprehensive mental hedlth services, both designed to bridge the gap between access to care and the
menta hedth needs of Americans. Through its nationd programs, CMHS develops new drategies and
highlights effective practices, both of which are grounded in the latest researchrbased treatments and
support services. By promoting integrated community-based services, CMHS has opened the door to a
comprehensive sarvice system:--often termed a system of care--for those in need of continuing menta hedth
intervention. Through its formulaand discretionary programs, including the Block Grants for Community
Menta Hedlth Services, Projects for Assstance in Trangition for Homelessness (PATH), Knowledge
Deveopment and Application, and Comprehensve Mentd Hedth Services for Children and thelr Families,
CMHS provides integrated services to the most vulnerable populations, from children and adolescents with
serious emationd disturbance to adults with serious mentd illness, from those with mentd illness involved
in the crimind justice system to those homeless on our natiores streets.

Initiatives supported in FY 1999 and 2000 will continue to focus on the SAMHSA GPRA program goas
using the five organizing principles that underlie CMHS-s mission:

Improving Today-s Mentd Hedth System for Tomorrow- Through its Knowledge Development and
Application (KDA) program that focuses on the ddlinegtion of exemplary practices to meet difficult mentd
hedlth service needs, CMHS works with States and communities to develop, implement, and evaduate
state-of-the-art service approaches to meet the most chalenging menta hedth service issues for children,
adolescents, and adults. CMHS has continued its work to ensure gpplication of exemplary practices at the
locd level through both its Community Action Grant program and support for specid projects that
synthesize our latest understanding of mentd illness treetment approaches and their gpplication in the field.
In addition, the Comprehensve Mentd Hedth Services for Children and Their Families program continues
to fodter the development of innovative community-based, family-centered systems of care to addressthe
comprehensive needs of children with serious emotiona disturbances and their families.

Linking Mental Hedth with Other Service Systems - CMHS has forged numerous strategic partnerships
with other nationd, state, and loca organizations to respond to issues that transcend the role of mentd




hedth services done. For example, in collaboration with SAMHSA:s Center for Substance Abuse
Trestment and the Department of Justices Nationd Indtitute of Corrections, CMHS supports the nationa
GAINS Center, aprogram that trains teams of mental hedlth, substance abuse, and corrections personnel
to ddiver integrated services within the crimind judtice system to individuas with co-occurring menta hedith
and substance use disorders. In two important areas that focus on building resilience and promoting mental
hedth in extraordinary circumstances, CMHS gaff work closdly with the Federa Emergency Management
Agency (FEMA) to provide criss counsding services to people who have experienced the trauma of natura
and terrorigt disagters. Smilarly, CMHS saff work in partnership with the DHHS Office of Refugee
Resettlement to address the mentd hedlth needs of refugees. These important interagency partnerships are
just afew of the many linkages that bring menta health service focus to key human services programs.
Other agreements have been developed in such areas as work with the homeless population, individuas
with or a risk of HIV/AIDS, childrerrs menta hedlth, employment interventions, managed care, and menta
hedlth professond workforce training.

Engaging Consumers as Partners in Change - CMHS sarvesincreasingly as the Federd voice for the rights
of mental health consumers across the nation, a role that has become increasingly important in the wake of
the hedth care revolution sweeping the country. CMHS continues to work to protect the rights of
consumersin ingtitutions through the Protection and Advocacy for Individuas with Mentd 1liness program,
and sarves in a federa leadership role not only in promoting consumer and family participation in the
planning and ddlivery of services, but dso in educating the public, policy makers, and the media about the
damaging effects of the continuing stigma associated with mentd illness.

Addressing Emerging Mental Hedlth Needs - Just as the hedlth care system is changing, the mentd hedlth
needs of our nation, too, arein continua flux. Thus, throughout its work, CMHS has infused an awareness
of the digoarate ways in which menta hedlth services must be provided, based on cultura and ethnic issues,
gender, age, disability, and geography. CMHS staff continuoudy assess and evauate the mentd hedlth
sarvice sysem and work with hedth care providers and consumers to identify emerging menta hedlth issues
arisng from the increasingly diverse community we serve. Theam isto work actively to develop initiatives
to meet these emerging needs.

I mplementation of Agency Program Goals

CMHS programs support three of the four SAMHSA/GPRA gods. CMHS:s Knowledge Development
and Application Programs support both, God 1: Bridging the gap between knowledge and practice, and
God 2. Promoting the adoption of best practices. God 1. Bridging the gap between knowledge and
practice will be measured in the GPRA Performance Plan by the success of the following KDA programs:
the Access to Community Care and Effective Services (ACCESS), and the Employment Intervention
Demondration Project (EIDP). God 2: Promoating the adoption of best practices will be measured by the
success of the Knowledge Exchange Network (KEN), and the Community Action Grant (CAG). Findly,
CMHS:s programs induding Block Grants for Community Mental Hedlth Services, Projectsfor Assstance
in Trangtion for Homelessness (PATH), and Comprehensive Mentd Hedlth Services for Children and ther
Families, support SAMHSA/GPRA God 3: Asauring Services Avallability/Mesting Targeted Needs. See
the budget narrative under each respective program for further description. See dso the GPRA



Performance Plan for specific performance measurement information.
FY 2000 Agenda

For Fiscal Year 2000, CMHS has designed a portfolio that builds on the strengths of current program
knowledge and addresses emerging needs in communities throughout the country. The CMHS portfolio
isdescribed in detail in the sections that follow. Moving into the 21 century, CMHS will facilitate access
to amenta hedth care service system that is proactive, responsive, accountable, and integrated whether
needed by a child, adolescent, adult or elder. The product will be an Americain which even those who are
most vulnerable and most in need are full and active participants in the fabric of their communities. The
visgon of amentdly hedthy Americaisthe guiding principle that drives the FY 2000 agenda of the Center
for Menta Health Services.

CMHS proposes sgnificant increases in Federd support for community mental health services through the
Mental Hedlth Block Grant (+24%) and the PATH program (+19%). These programs help States ensure
that state-of-the-art trestments and innovative community-based programs are available to public sector
menta hedlth clients. The proposed increases in Federd support will enable the States to serve alarger
proportion of the natiorrs most vulnerable populations, including homeless people, children, minorities, and
women.

Though no increaseis requested in FY 2000 for the continuing KDA funded programs, CMHS will initiate
severd new projects to help States and communities address some the most challenging issues facing the
fidd. New projects will focus on the menta hedlth repercussions of bioterrorism, employment concerns
for persons with disahilities, and a continuum of care for individuads living with HIV/AIDS. Additionaly,
CMHS will expand the Community Action Grant program and develop peer to peer technicd assstance
networks.

CMHS is dso continuing a mgor KDA program initiated in FY 1999 that supports the delivery and
improvement of menta hedlth servicesin our natiorks schools. This ambitious program is designed as a
comprehensive, interagency collaborative gpproach linking loca and State mental health service providers
with schools.  Schoal digricts will implement a wide range of early childhood development, early
intervention and prevention, and menta hedth trestment services that gppear to have the greatest likelihood
of preventing violence among children.

Because the requested budget increases are for ongoing CMHS programs, performance information is
located primarily in the GPRA Performance Plan.



SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION
Center for Mental Health Services

Mechanism Table

(dollars in thousands)

FY 1998 FY 1999 FY 2000
Actual Enacted Request
Knowledge Development and Application: No Amt No Amt No Amt
Grants:
Continuations..........ccccceeeeecvveee e, 17 $1,998 76 $8,064 | 161 $40,848
Competing:
NEW...coiiiiiiecerree e 100 10,657 | 114 36,410 86 6,440
Renewal...........ccccoevieveccciiieieeeeeee e
Supplements:
Administrative.......ooovvceieeeiiiieeiieiiiiiee, 352
Subtotal, Grants 117 13,007 || 190 44 474 | 247 47,288
Cooperative Agreements:
ContinUALIONS......ccccceeveevireeireererereeeeeeeees 48 15,280 79 27,984 68 22,539
Competing:
NEW...coiiiiiieirrree et 45 15,511 9 2,800 4 1,647
Supplements:
Administrative........ooovvviieiiiiieeeeiieiieeens | (34) 1,740 1,050
Subtotal, Coop. Agreements.......... 93 32,531 88 31,834 72 24,186
CoNractS.....oooiiiiieiiieiii i 30 12,426 36 21,656 44 26,490
Total. Knowledge Develop & Appl 240 57964 314 97,964 363 97,964
Children's Mental Health Services:
Grants:
ContinUAtioNS..........ccovvvvvvvieeeeeeeeeeeeeiienea, 27 41,660 25 33,514 51 63,695
Competing:
NEW....oiiiiiiicrreeee e 14 12,571 28 28,000
Supplements:
AdMINISrative.....occveiiiiiiiiiiieiiiiiiins 3,142
Subtotal, Grants........ccccceeeeeeiivieeens 41 57,373 53 61,514 51 63,695
Cooperative Agreements:
ContiNUALIONS......cccvviiiiie e 1 1,000
Competing:
NEW...coiiiiiiicrrrrrere e 1 1,000
Supplements:
AdMINISrative.....oocveiiiieeiiiiieeiiiiiis (1) 595
Subtotal, Coop. Agreements.......... 595 1 1,000 1 1,000
CONractS....ooiiiiiiiiieiieie e 15 14,959 18 15,486 18 13,305
Total, Children's Mental Health Services. 56 72,927 72 78,000 70 78,000
Protection & Advocacy:
Total, Protection and Advocacy.............. 56 21,957 56 22,957 56 22,957
Set-Aside (Non-Add) (439) (459) (459)J
PATH:
[ Total. PATH oo, I[_s6 23.000] 56 26.000] 56 31.000]
I Set-Aside (NON-ADd)....coeoroririririririire [ - (690) - 779 - (929)]
Mental Health Block Grant:
BlIOCK Grant........ccccoeeoeiiiiiiieicccccciinivvviees 59 275,420 59 288,816 59 358,816
Set-Aside (Non-Add)......oooeveeeiiiveeieiiinnne. (13,771 (14.,441) (17,941




B. CENTER FOR MENTAL HEALTH SERVICES
1. Knowledge Development and Application (KDA) Program

Authorizing Legidation - Section 501 of the Public Hedlth Service Act.

1998 1999 2000 Increase or
Actud Appropriation Edimate Decrease
BA .o, $57,964,000 $97,964,000 $97,964,000
2000 Authorization
PHSA SECHON B0L ... e nennnnnnmnmsmnnmnmnn Indefinite

Purpose and Method of Operation

The CMHS Knowledge Development and Application (KDA) program makes a difference to people by
promoting the continuous improvement of service ddivery systems for children and adults with serious
mental hedth problems. KDA projects improve service systems by providing effective cross-system
service modds and by reducing service delivery system fragmentation. The KDA program includes
multi-site gudies and other knowledge deve opment activities thet identify the mogt effective service ddivery
practices, knowledge synthesis activities that trandate program findings into useful products for the fidd,
and knowledge gpplication projects that support adoption of exemplary service gpproaches throughout the
country. Results from the KDA programs are widely disseminated throughout CMHS:s programsinduding
the Comprehensive Mentd Hedlth Services for Children with Serious Emationa Disturbance and their
Families Program, the Projects for Assstance in Trangtion from Home essness (PATH) program, and the
Mental Hedth Block Grant program. This dissemination creates a comprehensgive approach that supports
adoption of evidenced-based trestment practicesin mentd hedth. In FY 1999, the Violence in Schools
Initiative: Expanding Resiliency was added to this comprehensive approach to support improved services
and outcomes for the millions of persons suffering from serious menta problems.

Violencein Schools I nitiative: Expanding Resilience

On October 21, 1998 the President sgned the Omnibus Appropriation Act (P.L. 105-277) which provides
aminimum of $100 million for the Violence in Schools Inititive to be carried out in collaboration with the
Department of Education and the Department of Justice. The CMHS project within thisinitiative will be
known as AExpanding Resiliency@l. This project will support delivery and improvement of mental hedth
services in schoals for children who are at risk of violent behavior. The Act provides CMHS with $40
million which represents 41% of the KDA budget in FY 1999 and FY 2000.

CMHS:s amhitious program is designed to make the most effective use of these resources, usng proven
interventions and a comprehensive and collaboretive interagency approach linked to local and Stete menta
hedth entities. School didtricts will implement a wide range of early childhood development, early



intervention and prevention, suicide prevention, and mental hedlth trestment services that gppear to have
the greatest likelihood of preventing violence among children.

The progrants god is to increase the percentage of knowledge application activities that change user
practices or are adopted by others. Through this initiative CMHS hopes to decrease the rate of violence
in schools and increase the percentage of proposed mentd hedth activities actudly implemented in schools.

CMHS will collect data on the number or percentage of sudents engaged in violent behavior, incidents of
serious and violent crime in schools, suicide attempts, and students suspended and/or expelled from school.

This Initiative indudes the fallowing five components:

The Safe Schoals, Hedthy Students Program is an interagency grant program linking CMHS, the
Department of Education and the Department of Justice, which will help school digtricts develop and
implement a community-based comprehensve srategic plan which must be linked to the local and/or State
mentd hedth entity. This program will target interventions that have been empiricdly tested and
demondrated successfully in the fidds of child development and educetion. The initiative provides funding
for ax different dements of activities including: mental hedth treatment services, early childhood
development services, prevention and early intervention, school security, safe school policies, and
educationa reform,. SAMHSA has responghility for both mental hedth treatment services and early
childhood devel opment services, asfollows.

C Mentd Hedth Trestment Services: Each school digrict must describe in detall a plan for identifying
and sarving children with mental hedlth needs.  Interventions link directly to the troubled and
vulnerable children who are at risk for emotiona/behaviord problems. There will be at least three
categories of activity: 1) screening and assessment in school settings, 2) provision of effective
school-based mentd hedlth services, and 3) provision for referral and follow-up of children with
more severe problems and their families by the local public mental hedth services organization.
Examples of such activities would incorporate awrgparound approach to service ddivery inclusve
of individua and family counsdling, multi-systemic theory, and functiona family therapy.

C Ealy Childhood Development Services: Each school district must describe how their plan to
support early childhood development services will promote safe and hedlthy environments for
childrento live and learn. While serious violence istypicdly not exhibited until later in life, schools
areincreasngly recognized as akey component in the hedthy growth and devel opment of individud
children, cregting a potent environment early in life. The qudity of child care, early education, and
family support programs are viewed as affecting the probability of late aggresson and violence.
Early childhood deve opment services indude effective parenting programs and home vidtation to
teach parents and other caregivers, make quaity early assessments and provide ongoing monitoring
of progress, focusing on the strengths of families.

Schoal Action and Piloting Grants - Modeled after our highly successful Community Action Grants, this
component includes research coordination with NIMH. This program offers many community groups,
induding families, providers, socid agencies, non-prafit organizations and faith communities the opportunity




to Amanudizell their exiging violence prevention programs targeting children with emotiona and behaviord
difficulties and prepare programs for evauation by a pand of experts for further refinement and
dissemination. Schools and communities are given the opportunity to highlight current innovative programs
and subject them to the usefulness of evauation and consultation on dissemination Srategies.

Technical Assstance Center - CMHS will link with loca communities and schools to net to engage them
in support of mentd hedth interventions on behdf of dl children with their public mentd hedth programs.

Public Education/Awareness Campaign - A public awareness campaign will target organizations, rather than
individuds as is typicad in most smilar events, that have or should have an interest in the well being of
children such as foundations, PTAS, schools, and universities.

Innovations- This effort will provide an opportunity, usng interactive technologica advances, for the
development of creetive dternatives to reduce violence and develop training options to address aggressive
behaviors to be used by students and their families, as well as educators and other concerned community
leaders. Much of these technologies have basdline research supportive of their utility and seem very
promiang, especidly for the sometimes difficult to engage adolescent student.

Knowledge Development Accomplishments:

Homeless Persons with Mentd Ilinesss The Access to Community Care and Effective Services and
Supports (ACCESS) Program, initiated in FY 1993, was desgned to evaluate the effectiveness of
integrated service gpproaches for this vulnerable population. 1t isthe last year of program implementation
and data collection. Among the most important observations are:

C Homeless persons can be engaged. The last year of data collection continues to demondirate that
it is possible to engage some of the hardest-to-reach homeless people, that is, persons with severe
mentd illnesses, into services after ardatively brief period of time--52 days on average even for
those most difficult to gpproach.

C Improvements in client outcomes from comprehensive services are dramatic. The newest
wave of data collection continues to show sgnificant improvement in service outcomes. Within the
first 3 months after being engaged in services, these individuds reported a 45% reduction in the
number of days homedess, and after 12 months, the number of days homeess had reduced by 74%.

C Integration efforts yield improved service linkages. Findings, published in the American
Journal of Public Health in October 1998, show that more integrated service delivery system
result in better housing outcomes for homeless persons. There are dill policy and environmenta
variables that affect systems integration that require further evaluation. For ingtance, even when
stesemploy smilar Srategies and are equaly successful in putting them in place, they may il differ
inthe levd of integration achieved.

The ACCESS program contributes to the achievement of God 1-- Bridging the Gap between Knowledge



and Practice. See GPRA plan for standard measures and program specific measures, and update data.

Employment of Personswith Serious Mentd Iliness The Employment Intervention Demondration Program
(EIDP), initisted in FY 1995, was designed to identify modd interventions that achieve the best
employment results for people with severe mentd illness. While far from complete, the study is aready
yielding important information. Among the most important preliminary observations are:

C People with Serious Mental Iliness are Employable. Over haf (52%) of those receiving
sarvices for 9 months or more had at least one employment experience, working an average of 20
hours per week an earning an average of $5.85 an hour. Those who worked held more than one
job, with an average of 1.9 jobs per person employed.

C People with Serious Mental Iliness are Productive The work motivation anong more than

1,600 clientsin the study is very high and has remained very high during the course of the study.

The productivity potentid of EIDP participants is evident in the fact that they held atotd of 1449

jobs earning $1.8 million dollarsin the firgt eight quarters of the EIDP. They logged 346,405 hours
on-the-job and 18% worked full-time.

C Integrated Team Approach Locates Jobs. Prdiminary results from some stes show the
advantages of providing integrated team services to locate jobs for persons with severe mentd
illness over traditiond, non-integrated gpproaches.

The EIDP contributes to the achievement of God 1-- Bridging the Gap between Knowledge and Practice.
See GPRA plan for standard measures and program specific measures.

Homeess Prevention: The CMHS/CSAT Callaborative Program to Prevent Homdessnessisinitsfind
of three years of program activity. Preiminary observations demondrate that there are effective ways to
engage dlients with serious menta illnesses and/or substance use disorders in prevention services and
treatment. Heretofore, many authorities discounted the advantages of preventive services for persons a
risk for homelessness. The experimenta programs appear to have very postive retention rates, which
anticipate stronger prevention outcomes. Also, the program has been able to desgn amulti-site study that
successfully incorporates eight diverse communities, service populations, and intervention strategies, and
thus will generate results more reflective of the larger nationd community and which will alow esser
replication in more diverse communities throughout the Nation.

Effects of Managed Care on Adults with Serious Mentd llinesss CMHS has collaborated with its
SAMHSA partnersto fund a set of multi-site studies looking at the impact of managed care on severd
vulnerable populations -- SMI adults, mothers and their children, and substance abusers. The god of this
program is to devel op descriptive information on substance abuse and menta hedlth services avallable to
clientsin the managed care environment and to evauate the impact of managed care systems on the use,
cost and outcomes of services for these populations.

Initsfind year of funding, this ground-breaking program has deve oped condderable technology for looking



at consumers of mental hedlth and substance abuse services within a managed care environment. These
advances include;

C

C

C

New protocols for interviewing consumers with SMI regarding service qudity and outcomes.
A taxonomy for classfying types of managed care programs.

Population-based sampling methodology for recruiting persons with SMI who are not engaged in
the service system.

Furthermore, this project includes both the prospective study of 1300 managed care (MC) and fee-for-
sarvice (FFS) Medicaid enrollees, aswedl as an adminigrative Medicaid database study, which will be the
largest of itskind to look a adminigrative detafor this target population. CMHS expects that this program
will greetly expand the knowledge base on service quality and outcomesin managed care settings. Data
from this sudy will have tremendous policy implications for the fidds of menta health services and managed
cae. Prdiminary findings include:

C

MC programs gppear to enroll higher functioning consumers, as indicated by marital and parenting
daus Two-thirds of enrolleesin managed care indicated that they are living with children, wheress
only haf of thosein FFS indicated the same.

Consumersin MC programs were less likely to receive long-term inpatient care (1.4% vs 5.3%
FFS).

Consumers in FFS programs were five times more likely to be recaiving newer medications, such
as clozapine.

Consumers in MC programs were more likely to get primary hedth care (61% vs 50% FFS).

FFS programs cost consumers more of their own money. One-fourth of consumersin FFS had
out of pocket costs for hedth and behaviord hedth services, whereas fewer than one-sixth of
managed care enrollees had out of pocket cogts. Similarly, more FFS enrollees reported receiving
menta hedth services which were not covered by ther insurers.

Effects of Managed Care on Children with Serious Mentd Iliness  Prdiminary findings from the Managed

Care Impacts on Children Study conducted at the University of Fittsburgh show the following trends:

C

Managed Care Organization (MCO) participants are 1/3 as likely to use specidty MH services as
compared with Fee-for-Service (FFS).

African-American youth in MCO are hdf as likely to use MH specidty care as are European-
American youth in FFS.



C Children with psychiatric hospitdizations are less likely to join an MCO and tend to disenroll at a
higher rate.

C MCO participants are more likely to experience delaysin care.

C Familiesliked joining the MCO for the non-menta health benefits: eye, no co-pay pharmacy and
denta benefits.

C Parents would join the MCO for non-menta hedlth benefits, yet enrall their kidsin FFS to get the
more flexible MH benefits for thair children.

HIV/AIDS Demondration: This program was a collaborative effort of SAMHSA, CMHS, HRSA, and
NIH. It wasthefirgt Federd effort to develop modes of delivery of mentd hedth servicesto peopleliving
with and/or affected by HIV/AIDS. This program has shed new light on how to develop services and
develop systems of care. Findings from the program indicated that early intervention with menta hedth
services can improve adherence to medica and other trestments. Menta hedith treetment servicesand HIV
education play an important role in preventing children and adolescents whose parents have HIV or AIDS
from acquiring the virus themselves. These and other important findings are currently being disseminated
to thefidd.

Other Ongoing Knowledge Development and Application Activities

During the past three years, CMHS has developed a strong, responsive knowledge devel opment study
portfolio that addresses the areas of greatest opportunity for service improvements. CMHS recognizes that
this knowledge needs to be combined with learning from other sources--including the Nationd Ingtitute of
Menta Health--to maximizeits utility. These programs will supply more lessons, more best practices and
more opportunities for CMHS to work with the field to achieve improved services and better outcomes for
children and adults.

C Consumer and Family Network Grants provide consumers and their families with support and
assgtance in contributing to the development of effective trestment programs for persons with
mentd illness

C Consumer and Family Technical Assistance Centers provide technical assstance to consumers,

families and supporters of persons with menta illness with two important supports: (1) explicit
training and assstance designed to enhance the skills persons need to be effective participantsin
policy development, decison-making and strategic planning, including development of leedership
kills; and (2) technica support for the creation and maintenance of a communication network
among consumers, families and supporters which facilitates the flow of information and provides
opportunities for sharing lessons learned and good advice among peers.

C The Effectiveness of Consumer-Operated Human Services program examines
consumer-operated, self-help programs providing human services to explore the extent to which



these service programs ae effective.  This multi-ste study is 1) determining what effect
participation in consumer-run services has on sdected dient outcomes; 2) examining program costs,
3) examining whether these programs promote greater levels of persond responghbility and
independence; and 4) examining the differences in the training, organization, infrastructure and
resource needs of consumer-operated sdlf-hep programs from smilar community-based,
professondly-operated services.

The Circles of Care: Designing and Assessing Service System Models for Native American
Indian and Alaska Native Children and Their Families project is providing a unique opportunity
to enfranchise Native American communities in the nationd drive toward establishing effective
sysems of care for children with serious emotional disturbances. It dso has established
Alaboratoriesi to enable culturdly diginctive communities to establish their own outcome
expectations for the trestment of their children, a cornerstone of the commitment of both CMHS
and the Adminidration to culturally competent, rdlevant menta hedlth and substance abuse
treatment programsin the United States.

The SAMHSA-wide Sarting Early/Starting Smart program was initiated in FY 1997 to identify
interventions that have the best chance of preventing serious emotiond disturbances and substance
abuse in children ages birth to seven. The study is designed to develop and test a comprehensive
goproach for working with families with young children who are at risk for mentad hedth and
substance abuse problems due to family history and environment.

The study onMental Health Services for Aging Personsin Primary Care Settingsis devdoping
and measuring the effectiveness of modds for improving the connection between mentd hedlth and
primary hedth care. Thisinitiative incdudes the active collaboration of the Hedth Resource Services
Adminidratiorrs Bureau of Primary Hedlth Care and the Department of Veterans Affairs. The need
to better integrate menta hedlth screening, assessment, and basic dinicd interventions with primary
hedlth care ddivery is one of the most pressing service system issue for ederly Americans with
menta hedth problems.

The HIV/AIDS Treatment Adherence/Health Outcome and Cost Studly reflects the collaboration
of 9x Federd entitiesCthe Center for Menta Health Services, which has lead adminidrative
respong bility, and the Center for Substance Abuse Treatment, both of which are components of
the Substance Abuse and Menta Hedlth Services Adminigration (SAMHSA); the HIV/AIDS
Bureau in the Hedth Resources and Services Adminigration (HRSA); and the Nationd Indtitute
of Menta Hedlth, the Nationa Ingtitute on Alcohol Abuse and Alcoholism, and the Nationd
Indtitute on Drug Abuse, dl of the Nationd Indtitutes of Hedth (NIH). The HIV/AIDS Cogt Study
isthefird-ever Federd initiative desgned to study integrated menta hedth, substance use, and
primary medica HIV trestment interventions. More importantly, the sudy isthefirs Federd effort
to determine if an integrated approach to care improves treatment adherence, produces better
hedlth outcomes, and reduces the overal costs associated with HIV treatment.

The HIV/IAIDS High-Risk Behavior Prevention/Intervention Model for Young



Adults/Adolescents and Women Program is a collaborative venture aimed a bringing AIDS
prevention into the community. Project SHIELD aso represents an opportunity to move the fied
of HIV prevention research forward aong the two pardld continuum of innovative intervention
design and rigorous evaduation. The multisite nature of this HIV prevention trid has the potentia
to test the efficacy of two brief interventions and generdize the sudy results to more than one study
population. In essence, the question posed by Project SHIELD is: can the principles underlying
demondgtrably effective HIV prevention interventions be gpplied in brief formats to red world dient
sand 4ill be effective in reducing HIV risk behaviors? Although the HIV prevention fidd has
traditionaly relied on saf reports of risk behaviors as the primary outcome Project SHIELD will
not only measure participants self reported behavior change, which may be biased, but will
actually measure reductions in diseases; diseases such as common STDs that are associated with
consderable adverse sequelae and may facilitate HIV transmission.

The Supported Housing Study was designed to enhance knowledge about how different housing
gpproaches contribute to the rehabilitation and recovery of individuds with serious mentd illness,
using individua study Sites and a coordinating center. In particular, it evauates the effectiveness of
the supported housing modd. A two-phase sudy, the Steswill each implement supported housing
as well as one other housing intervention. The initid phase involves a process evaudion of the
implementation, the latter phase will include both within-gte and cross-Ste outcome evaluations.

The Jail Diversion Sudy addresses a sarvices priority: diverson of individuas with severe menta
illness and substance abuse disorders from the crimind justice system to community trestment
dternatives. Together with CSAT, CMHS seeks to provide an empirical basis for understanding
the effectiveness of pre-booking and post-booking modds of crimind judtice diverson in improving
selected outcomes for individuas with co-occurring disorders who are dleged to have been
involved in crimina activity. The primary outcomes to be assessed include but are not limited to:
cimind recidivism, time incarcerated, psychiatric hospitdization, psychiatric datus, functiond datus,
continuity of participation in trestment, homelessness, emergency trestment utilization, and reduction
of frequency of substance abuse.

The Women and Trauma Study will look at women with histories of violence and co-occurring
mental hedlth and substance abuse disorders. Women with this cluster of concerns seem to have
greater utilization of services and longer inpatient stays. Children of this target population are dso
at greater risk for developing emotiona problems. Y e, the trestment systems that ded with these
different types of problems are typically organized separately and independently.

The literature clearly shows tat the violence-rdated problems of women with co-occurring
disorders and the consequences on their children have not been adequatdly addressed. This study,
with 11 gtes plus a Coordinating Center, will examine strategies for the integration of trestment
interventions for this target population of women and their children. It will aso consder the
integration of different systems that have historicaly offered compartmentdized trestment to
women for one or more of these problems. This study will develop new knowledge about the
feasbility and efficacy of treating these mentd hedlth, substance abuse, and trauma disorders



gmultaneoudy in an integrated intervention, kegping in mind the needs of both the women
consumers and their children.

C The Homeless Families with Children Program examines drategies to provide treatment,
housing, support, and family preservation services to adults with psychiatric and/or substance use
disorders and their children. The program investigates the extent to which these interventions are
effective and will be conducted in three phases. dlarification and strengthening the intervention, an
outcome evauation of the effectiveness of the intervention, and a dissemination phase. Because
families are the fastest growing segment of the homeless population, identifying and disseminating
effective interventions for adults and children who are homeless or at-risk for homelessness has
become criticdl.

C The Child Treatment Effectiveness initiative, a collaboration between CMHS and NIMH, is
developing a standardized treatment package for specific childnood disorders that can be field
tested in community settings. This multi-phased project began in FY 1998; field trids are dated
to begin at the end of FY 1999. If found to be effective, these models will be disseminated for
adoption in the last phase of the program.

C CMHSisinitiating anew Youth Transition Sudy The trangtion period for youth and young adults
with emationd/behaviord disturbances presents unique barriers that put these individuas at
ggnificantly greeter risk for schoadl falure, involvement with the crimind justice system and/or
dependency on socid services. These youth have the highest rates of dropout from secondary
school and experience the poorest outcomes in later employment, arrests, incarceration, and
independent living. The trangtion period for youth and young adults with emotiona/behaviord
disordersis further complicated by the lack of coordinated services among the childrerys mental
hedlth, child wedfare, education, adult mental hedlth, substance abuse trestment, and rehabilitation
sectors. The resulting poor outcomes for this population aso present extreme codtsin a leest three
magor areas @) individuas and families; b) the security of the community; and, ¢) locd, sate, and
federd government.

The knowledge devel opment activity proposed here will begin to test the effectiveness of identified
innovative strategies which indicate promise in successfully linking child and adult sysems of care
to provide postive outcomes for this population.

Knowledge Application Accomplishments

In FY 1999, CMHS is developing improved methods to synthesize and disseminate to the field
comprehensive summaries of best practices in sdlected topic aress that can smplify the trandation of
knowledge gained into program practice by practitioners working at the locd level. Examples of current
knowledge synthes's accomplishments follow.

Co-Occurring Disorders Service Improvement Framework:  Recognizing the growing evidence that
service coordinaion is a key eement of effective service ddivery for persons with co-occurring mental
hedlth and substance abuse services, SAMHSA supported a National Diaogue on Co-Occurring Mental




Hedlth and Substance Abuse disordersin June, 1998. The did ogue was sponsored by NASMHPD and
NASADAD and involved six State Commissioners/Directors of Menta Headth and six State Substance
Abuse Directors. The didogue produced a conceptud framework that represents a new paradigm for
conddering both the needs of individuas with co-occurring disorders and the service system requirements
designed to address these needs. It provides for defining co-occurring disorders in severity terms rather
than specific diagnoses, thereby encompassing the full range of people who have co-occurring menta hedith
and substance abuse disorders and for focusing on coordination of services for dl persons with co-
occurring disorders regardless of severity of illness. For those persons with severe disorders, integrated
sarvicesis necessxy. The didogue has dready spurred much policy deliberation in the States and will be
continued by the NASADAD and NASMHPD directors at the nationd level during FY 1999.

Nationd Didogue on the Implications of the Homeess Sudy:s Findings for the Sates CMHS has again
partnered with NASMHPD to synthesize the current findings of the ACCESS Study and related findings
esawherein thefidd, to identify those findings with greatest implications for sate mental health directors,
present the findings to representative directors for policy ddiberation and development of action
recommendationsto al directorsin the summer of FY 1999.

Sarvices Information for State Planning and Advisory Council Members: CMHS has commissioned the
Nationd Association of Mental Hedth Planning and Advisory Council members to develop brochures that
describe innovative services which should be the subject of State mentd hedlth planning activity and to
perform a series of follow-up activities desgned to give Planning and Advisory Council members ongoing
support in usng this innovaive sarvice information during their deliberations. Consgtent with current
knowledge development activity, this year-s topics are Assertive Community Treatment and serviceto the
homeless. The Initiative replaces the Alnnovation Packetd) initiative from last year as CMHS effort to link
KDA with the planning activities mandated under the Block Grant program. It tekes advantage of advice
and comments from last year=s customers on improving the process.

Assessment of the Evidence Base for the Systems Integration Approach to Serving Persons with Serious
Mentd lliness  Many of CMHS: studies focus on improving service coordination for persons with serious
mentd illnesswho have different problems that affect the qudity of their lives negetively. For thefirg time
ever, CMHS brought together teams of researchers, consumers and program providers from dl CMHS:s
KDA programs to discuss how ther individua findings compliment or contradict those of the other
programs. While no conclusions were reached, the process was very productive and gives CMHS further
directions on next gepsto take in formulating an overdl strategy for improving service ddivery by creating
better integration among the multiplicity of agencies serving this needy group of very high-end consumers
of public services.

Modd Program Standards for the Program for Assertive Community Treatment (PACT): Having supported
development of standards and guiddines for evidence-based assertive community trestment (ACT), CMHS
has entered a partnership with HCFA to foster use of evidence-based assertive community trestment in
States that have not dready adopted the practice. Discussons concern distribution by HCFA of
descriptions of ACT minimum practice standards, models of appropriate Medicaid funding mechanisms
and, possibly, encouragement by the Medicaid Bureau Director that dl states encourage and fund the




practice.

Survey of Supported Employment Study Findings: The results of acompleted CMHS study on Supported
Employment were recently published in the Summer 1998 issue of Psychiatric Rehabilitation Journal.
Thisstudy, conducted through Dartmouth Universty, showed that a supported employment intervention
had persstent postive effects on the competitive employment and satisfaction with vocationd rehabilitation
services of personswith SMI. It is notable that such improvements were attained at no extra cost reldive
to traditiona vocationd rehabilitation services. Other issues discussed in the specia volumeinclude: job
preferences, ethnoculturd factors, co-occurring disorders, and cost-effectiveness implications for managed
care.

Adoption of Exemplary Practices
In addition to information synthesis and dissemination, CMHS is expanding efforts to support the adoption

of exemplary practicesin menta hedlth service delivery in communities throughout the Nation. Examples
include:

Community Action Grants

The Community Action Grant Program (CAG) wasinitiated in FY 1997. The gods of the program areto:

1) identify exemplary practices, build consensus for the adoption of the exemplary practice and then
provide technical assstance for eventua adoption and implementation of the exemplary practice into the
sysemsof care (2) improve technology trander efforts to increase interaction among users and producers
of knowledge and help them use that knowledge to improve mentd hedlth systems; and (3) synthesze and
disseminate new knowledge about effective gpproaches to providing comprehensive community-based
services to persons with severe mentd illnesses. The target population for this program includes two
subgroups: adults with severe mentd illness and children/adol escents with serious emotiond disturbances
and their families.

In FY 1998, additional funds from each of the three SAMHSA Centers were offered to encourage the
identification and adoption of exemplary practicesin Higpanic communities. The god of thisincentive was
not only to recognize, but to actively address, the unique menta hedth and substance abuse
prevention/treatment needs of Hispanic Americans. A second round of 31 CAG grants started in
September 1998. Eleven of the 31 grants focus on Hispanic communities. CAGs identify exemplary
practice models that meet objective, evidenced-based criteria and support consensus building amnong key
stakeholders to adopt the exemplary practice.  Information about these approved exemplary practicesis
then made available to new ponsors of exemplary practicesin other communities. Among those practices
being implemented by new grantees are: employment models, assertive community trestment, integrated
mental health/substance abuse services, a gatekeeper modd for ederly, substance abuse programs, family
support and education, substance abuse prevention and childrerrs Awrap around( services. Additiondly,
CMHS:s Community Action Grants are dispersed throughout the country. For example,



C Consumer Leadership Academy. In Massachusetts and North Caroling, consumer organizations
are taking the lead in building consensus for programs providing leadership skills to menta hedlth
consumers.

C Homeless Mobile Outreach: A collaborative initiative amnong agencies in Contra Costa County,
Napa Vdley, and San Jose, Cdiforniais working to implement an exemplary practice to conduct
outreach to homeess persons with severe menta illness and co-occurring substance abuse
problems.

C Jail Diversion: Projects in South Carolina and Texas will build consensus among the crimina
justice, menta health and substance abuse systems to develop diversion programs for individuas
with mentd illness and substance abuse problems. The Texas program will target the Hispanic
community.

The CAG program contributes to the achievement of Goa 2-- Promote the Adoption of Best Practices.
See GPRA plan for standard measures and program specific measures. Preiminary data are not yet
available for this program.

The Employment for Persons with Disahilities Initiative: CMHS and SSA have entered into a partnership
to fund States wishing to pilot mechanisms which eiminate barriers to employment for persons with
disabilities, including menta disabilities. In September, 1998, demondtration grants were awarded to 12
States, 9 of the 12 grants were to States conducting specid projects involving individuas with a serious
mentd illness. In addition Center aff met with the Program Coordinating Center to formulate a technica
assgtance and monitoring approach to the Program that will improve both the project results and
dissemination of those resultsto the field.

Knowledge Exchange Network: CMHS continues to expand the technica capacity of its Knowledge
Exchange Network (KEN) initiated in FY 1995. KEN operates a clearinghouse designed to assure the
widespread dissemination of information to support the work of al CMHS programs as they seek to
improve the ddivery of mental hedth srvices The KEN dearinghouse and dectronic bulletin board sysem
are supported by technical assstance centers with expertise in specia population and program issues.

KEN contributes to the achievement of God 2-- Promote the Adoption of Best Practices. See GPRA plan
for standard measures and program specific measures, and update data.

Minority Fellowship Progrant  As part of its continuing effort to foster minority leadership in mentd hedth
sarvices, CMHS collaborates with CSAT and CSAP to fund the Minority Fellowship Program (MFP),
which provides doctord-levd training to increase the pool of professonds qudified to provide leadership,
conaultation, training and adminigration to governmenta hedth agencies and public and private organizations
concerned with the development and implementation of programs and services for underserved ethnic
minority persons with mental and/or substance use disorders.



HIV/AIDS Mental Hedlth Provider Education Program The HIV/AIDS Mentd Hedlth Care Provider
Education Program completed its find year of funding in FY 1998. Grants have been awarded in the
Menta Hedth Provider Education in HIV/AIDS Program |1 to evaluate the dissemination of knowledge on
(2) the psychologica and neuropsychiatric sequelae of HIV/AIDS, and (2) the ethica issuesin providing
services to people with HIV/AIDS, to both traditiona and nontraditiond firgt-line providers of menta hedith
sarvices, and to eva uate the rlaive effectiveness of different education agpproaches. Training approaches
are incorporating the most current research-based information and dlow easy modifications to reflect
changes in the medical regimen for trestment of AIDS.




Funding levels for the past five fiscd years were asfollows:

Funding ETE
1995.... $52,216,000 ---
1996......coviii 38,032,000 me-
1997...oi 57,964,000 ---
1998.....ci 57,964,000 me-
1999, 97,964,000 ---

Rationale for the Budget Request

The FY 2000 Budget Request proposes to maintain in the KDA Program at the FY 1999 appropriation
leve.

New activity in FY 2000 is designed to improve the gpplication of existing knowledge; i.e. trandating
science into services. New initiatives will teke advantage of an array of cutting-edge strategies for
supporting the Natiores agents of service sysem improvement, including consumers, families, state and
county governments, as well as a wide variety of public agencies. The specific programs will not only
provide communities the information they need about exemplary menta hedlth practices but aso provide
them with the specid tools they will need to make change happen. These toals include methods for
engaging decison makers, building consensus, overcoming implementation barriers, usng srategic planning
effectively, team building, and networking. Perhgps most importantly, CMHS seeks to place consumers,
families and consumer supporters in a pogtion to act as change agents on their own behdf in their own
communities. The following activities are representative of those to be funded under the Initiative.

C Expangon of Community Action Grantsfor Sarvice Sysem Change: The Community Action Grant
program has been effective in building consensus to implement avariety of exemplary intervention
practicesin avariety of sattings. Within this new round of Community Action Grants, CMHS will
pilot an enhanced evauation mechanism for a subset of 10 projects to alow providers of mental
hedlth services to use their qudity improvement capacity to contribute to measuring consensus
building, program fiddity, and planning for outcome measurement. A portion of the expanded
effect will be used to support increased qudity improvement capacity to achieve these gods.

C Providing Systems Change Support: CMHS will develop a Strategic Change Program (SCP) that
fodters partnering among States and community agencies, uses drategic planning to support systems
change; and provides assstance to States in tracking other socid service policy issues reevant to
mental hedth consumers. The SCP will operate as a training indtitute and coordinating center for
drategic planning and implementation targeted to Communities and States. The SCP will only
engage in activities where interagency partnerships are necessary to accomplish specific service
ddivery sysems changes targeting carefully identified populations of personswith mentd illness or
children with serious emotiona disturbances.




Establish Peer-to-Peer Technical Assistance Networks: Under this project, CMHS will improve
federa technica assstance by establishing peer-to-peer technica assistance networks, inking
CMHS:s sarvices research grantees with communities seeking to improve service and other
methods of expanding mutua support within the fidd. This component of the initiative
acknowledges that CMHS has neither the resources nor the expertise to provide dl the technica
assistance the field needs to accomplish implementation of emerging exemplary practices. Instead
CMHS will link experts -- by both learning and experience -- with individuds who are need
technical assstance. Peer-to-peer networks will be used to match personsin need with those to
whom they can best relate (ther peers) who have needed information and expertise. In particular,
CMHS will seek to take advantage of the huge body of expertise represented by its own grantees
and, again, link that expertise with communities that want to improve services.

Employment for Persons with Disahilities: Inter-Agency Task Force Initiatives: In addition to the
Disability Initiative being taken with SSA described above, CMHS will aso support activities of
the Nationa Task Force on Employment of Adults with Disabilities and its member agencies to
ensure that the many activities desgned to increase employment opportunities for persons with
disabilities include specific atention to those who have mentd disabilities. CMHS will leverage
resources dedicated to the entire disability community to the specific needs of persons with menta
problems, diminating duplication and redundancy as well asincreasing the opportunities to explore
how lessons learned about employment for persons with any disability can be gpplied to those with
specific mentd disabilities.

A Continuum of Care Project: A new Continuum of Care program will examine the extent to which
menta hedth services improve the utilization of al hedth and human sarvices, improve hedth and
socia outcomes, and improve the outcomes of the next generation of children by preventing
behaviors tha increase risk of contracting HIV/AIDS. The program will seek to increase
compliance with medica regimens aswell as menta health and substance abuse treatment, reduce
risky behaviors, improve life outcomesfor children affected by HIV/AIDS, and inform the field of
effective modds of service and modes for integration of services and evduation that can be
replicated.

A Biaterrorism Initiative focuses on preparedness for the psychosocid and emotiond ramifications
of terrorigt threats and events. The expert fied that would permit a scientifically driven response
plan to the behavioral and psychosocial consequences of Bioterrorism does not currently exist.
Despite the critical necessity and redlity of indituting plans, the field needs to be developed and
driven to explore the knowledge and activities that will serve to guide state and loca planning.

CMHS:s primary role in the Nationd Agenda Againg Underage Drinking will be related to the
generation of new empiricad knowledge about what brief intervention and treetment models and
associated services are modt effective for brief intervention or trestment of mental health problems
and conditions in the cited underage populations.

Violence Againg Womenis dso anew cross-cutting initiative that seeks to discover what works




to improve womerrs outcomes in the utilization of substance abuse and mental hedth trestment
sarvices and to promote the improved coordination of services by developing an integrated service
ddivery sysem. CMHS will work with CSAP and CSAT to provide training for hedth care
professonds and studentsin medica school or other hedth professons educationa indtitutions.

Additionaly, CMHS will work collaboratively to expand current assessment and evauation
programs to assess the effectiveness of substance abuse/menta hedlth treatment programs in
addressing hedlth consequences of domestic and sexud violence.



B. CENTER FOR MENTAL HEALTH SERVICES
2. Childrerrs Mental Health Services Program

Authorizing Legidation - New legidation has been submitted.

1998 1999 2000 Increase or
Actud Appropriation Edimate Decrease
BA .o $72,927,000 $78,000,000 $78,000,000
2000 Authorization
PHSA SECHION 565 (F) .veveeiieiiieiiiiieieceeeee ettt ere s Indefinite

Purpose and Method of Operation

The Comprehensve Community Menta Hedth Services for Children and Their Families Program was
implemented in FY 1993 to encourage the development of intensive community-based services for children
with serious emotiond disturbances and their families based on a multi-agency, multi-disciplinary approach
involving both the public and private sectors. The target population for these grants is children and
adolescents, from birth to 18 years of age (unless specificaly extended by States to persons less than 22),
with a diagnosable serious emotiond, behaviord, or mentd disorder of sufficient duration to meet diagnogtic
criteria gpecified within DSM-IV and that results in afunctiona impairment which subgtantialy interferes
or limitsthe child:=s role or functioning in family, school, or community activities.

Funds are avallable to States, political subdivisons of States, territories, and Indian tribes or triba
organizations. Funds are used to build on the existing service infrastructure so that the array of services
required to meet the needs of the target population is available and accessble. Grants are limited to a tota
of 5 years and grantees must develop sources of nonfedera matching contributions which must incresse
over the term of the award from $1 for each $3 of Federa funds in the first year to $2 for each $1 of
Federd fundsin thefind year.

The gods of the Program are to:

C expand the service capacity in communities that have developed an infrastructure for a culturaly
competent, community-based, coordinated, interagency approach to serving children and adolescents
in the target population and their families,

C  provideabroad array of menta health services and supports that are community-based,
family- centered and tailored to meet the needs of the child or adolescent through an
individudized service planning process, and

C  ensure an expanded role for families which includes full involvement in the development of loca
services and supports for their children.



Evdudtion: The program, aleader in interagency collaboration, was recently recognized with Vice Presdent
Gores Hammer Award, highlighting the accomplishments of an interagency team formed by CMHS to
consolidate training and technica assstance from severd agenciesinto a single comprehensive effort.

The ongoing national multisite evauation of the 45 childrers services projects assesses outcomes for
children and their families as wdl as the development of a service sysem. The evauation focuses on
asessing children and families, the service system, and the interaction between the two. Descriptive
information is obtained on the characteristics of dl children and families that enter the service program. In
addition, each grant Ste has agod of gathering outcome information on a sample of at least 200 children
and their families. Based on data collected through May, 1998, using an OMB-agpproved set of measures,
descriptive basdline information was available on over 25,500 children, and sx-month functiona outcomes
were available on over 3,300 children.

Child and Family Characteristics. Among the children entering the service stes, 63% were mde, 37%
were femde. The childrerrs average age was 12.6 years. White children represented 54% of service
recipients, while 22% were Higpanic, 17% were African American, and 7% were classfied as Native
Americans, Native Hawaians, or Asan/Pacific Idanders.  Among those children assigned a primary
diagnosis, 35% had conduct or adjustment disorders, 26% had depressive or dysthymic disorders, 13%
had atention deficit or hyperactivity disorders, 7% had anxiety disorders, and 2% had psychotic disorders.
The remaining 17% of the children were diagnosed with substance use, developmentd disorders, learning
disahility, other, or, the primary diagnosis was deferred. With respect to family characterigtics, childrenin
custody of their mothers represented 48% of the sample, compared to a nationd average for
mother-maintained households of 27%.

Child Outcomes at Sx Months. Findings show notable improvements for children after Sx months in
service.

C Law Enforcement Contacts Reduced. No law enforcement contacts were reported for 44% of
the children who had one or more contactsin the 12 months before entering services.

C  School Grades Improve. The percentage of children with average or above average school grades
increased by 14%.

C Fewer School Absences. The percentage of children attending school haf or less of the time
decreased by 33%.

C Mental Health Improves. The percentage of children with marked or severe levels of functiond
impairment was reduced by 33%.

C StableLiving ArrangementsIncrease. A sngleliving arrangement was reported for 50% of the
children who reported multiple living arrangementsin the 12 months before entering services.

A growing source of evidence about the postive changes taking place in childrers sarvice sysemsisthe



individua grantee Stes which have expanded their evauations beyond the requirements of the nationa
multiste evduation. Site-specific findingsindude:

C  Money Saved. In Milwaukee, Wisconsin, the average monthly cost of caring for a child in the
Wraparound Program was $2,800. That was 37% less than the average monthly cost of $4,449 of
sarving achild in atypica out-of-home residentia placement.

C  Fewer Crimes Committed. Based on atwo-year study, the Crossroads Program of San Mateo,
Cdifornia, reported a 61% reduction in the number of crimes committed by youth in probation during
the 12 months after entering the program compared to the 12 months before entering the program.

C  Acute Psychiatric Hospitalizations Reduced. The program in Sonoma County, Cdifornia,
reported that the average number of acute psychiatric hospitaizations per month among children and
youth during 1995 and 1996 was reduced by 34% during 1997. These reductions represented a48%
cost savings.

C  Children Stay in Their Communities. The ACCESS Program in Alexandria, Virginia, showed
a48% reduction in out-of-city resdentia placements for children with serious emotiond disturbance
since the prograntsinception in 1995.

The experience of administering the Comprehensve Community Menta Hedlth Services for Children and
Their Families Program over the past five years dso has generated important lessons about method:

C  Thecontribution of specific clinical treatment interventionsto the service sysem asawhole
must be examined as part of determining treatment effectiveness. The development of
effective treetment interventions within service sysems must receive as much atention as the
development of integration and coordination mechanisms of the service sysem. Specific qudity
trestments delivered to children and familiesin the context of a service syssem may prove to have a
greater impact on child and family outcomes than the service system as a whole. The proposed
Trestment Effectiveness Study program under KDA will accomplish this god. The partnership
between this Program and KDA programs strengthens both and provides the best opportunity for
evolving increasingly effective services for children and their families.

C  Accountability to families must be included among expected outcomesfor effective services.
Children and families who recaive services are increasingly demanding that service sysems be hed
accountable to ddliver services that meet their needs. Service systems must find ways to increase the
involvement of family membersin the ddivery, management, and evauation of services. Satidfaction
isakey outcome studied in the nationa evauation.

$ New evaluation and information system tools must be developed to accommodate
Arealworld@ or field conditionsaswel asthe expectations of both customer s andresear chers.
Cdlsfor accountability of the service system to the service community require the development of
new evauation methodologies that provide meaningful and timely information about service quality.



A criticd tool for these new methodologies will be an information sysem that integrates data
effectivdy and efficiently from collaborating human service agencies.  Devedlopment of an efficient
cross-agency information management system is akey eement of infrastructure devel opment under
the Program.

C Managed carepractices must beincluded in any service sudy. Service sysems must become
cost effective, epecidly when resources are limited. The degree to which service systems adopt
managed care practices may very well determine the ability of the systems to deliver much needed
sarvices to children and families. Beginning in FY 1998, dl new grants are required to address the
important relationship between grant programs and managed care practices in the target jurisdiction.

C  Population-based measurement of service impact is needed. The impact of service sysems
across the Nation will be largdy understood by the degree to which sarvices reduce the mentd hedlth
needs of children and their familiesin the generd population. Population-based accountability tools
will need to be increasingly applied to demondrate service penetration and its resulting needs
reduction. The nationa eva uation includes development of population-based measurement tools that
will measure the extent to which client level outcomes can be generdized to the generd population.

Still more can be learned about the specific effects of systems of care. Three grantee Sites with mature
systems of care were sdlected to participate in a sudy to compare their child, family, and system outcomes
with the outcomes of non-grantee Sites that ddliver services as usud. Geographic, demographic, and
economic criteria were used to match non-grantee stes with grantee sites. Results of this Comparison
Study, which are expected to be reported in the legidatively mandated report to Congress for FY 1999,
This report, to be submitted summer FY 1999, will provide critica information on the characteristics of
system of care Stes that yidd better child, family, and system outcomes than Sites delivering services as
usud.

The Childrerrs Mentd Hedlth Services Program contributes to the achievement of God 3--Assure Services
Avalability/Meet Targeted Needs. See GPRA plan for sandard measures and program specific measures,
and update data.

Funding levelsfor the past five fiscd years were asfollows:

Funding FTE
1995..... e, $58,958,000 --- 1996
..................... 59,927,000
1997 69,896,000 ---
1998......occeeeeecee e, 72,927,000 ---
1990.....c e, 78,000,000 ---

Rationale for the Budget Request



The FY 2000 President=s Budget proposes afunding levd for the Comprehensve Mentd Hedth Services
for Children and Their Families program of $78,000,000. Thisfunding level isthe same asFY 1999 and
will dlow the program to continue supporting gpproximately 51 grants, and will dlow continued evauation
of the program in addressing key gods.



B. CENTER FOR MENTAL HEALTH SERVICES
3. Protection and Advocacy Program (P& A)

Authorizing Legidation - New legidation has been submitted.

1998 1999 2000 Increase or
Actud Appropriation Edimate Decrease
BA .o $21,957,000 $22,957,000 $22,957,000 ---
2000 Authorization
P.L. 102-173, SECUON L7 ..ottt e e e e e e e e e e et e e e e e ea e e eeeeeeeeeeannneees Expired

Purpose and Method of Operation

The Protection and Advocacy Program for Individuals with Mental [lIness Act (PAIMI) authorizes formula
grant dlotments to be awarded to Protection and Advocacy (P&A) systems that have been designated by
the Governor in each of the 50 States, the Didrict of Columbia, and the U.S. Territories. The State P& A
programs are mandated to protect the rights of and advocate for the individuas with mentd illness and
severe emotiona disturbance. The dlotments are used to investigate dlegations of abuse and neglect in
public and private facilities such as hospitds, nuraing homes, community facilities, board and care homes,
homeless shdters, jails and prisons, €c., that care for or treat individuads with mentd illness. P&A
programs address problems which arise during trangport and admisson to the inditutions, aswell asthetime
of resdency in, and 90 days after discharge from them. The P& A sysems dso pursue legd, adminidrative
and other gppropriate remedies to redress complaints of abuse, neglect, and rights violations through
activities that ensure the enforcement of the Congtitution and Federd and State statutes and regulations.
They dso are mandated to ensure protection and advocacy for therights of persons with mentd illness.

The most recent data (FY 1997) indicate that PAIMI programs responded to more than 23,000 abuse,
neglect and cvil rights violaions. By utilizing combinations of technica assstance, adminigtrative remedies,
negotiation and mediation, the maority of these complaints were resolved. Only 4 percent of the total
complaints recaived needed legd intervention. In addition, PAIMI programs were involved in the fallowing
activities representing approximately 285,636 individuas in dass action suits, advocating on behdf of 405
groups (including nearly 1,334,226 persons), e.g., hospita wards and consumer organi zations; responding
to 62,151 requests for information; and conducting education and training sessons for 73,107 mentd hedlth
adminigrators, legidators, P& A gaff, other community organizations and mentd hedlth system dients and
ther families

The Protection and Advocacy Program (P& A) contributes to the achievement of God 3--Assure Services
Avallability/Meet Targeted Needs. See GPRA plan for sandard measures and program specific measures,
and update data.



Funding levelsfor the past five fiscd years were asfollows:

Funding ETE
1995.... $21,957,000 ---
1996......coviii 19,850,000 me-
1997...oi 21,957,000 ---
1998.....ci 21,957,000 me-
1999, 22,957,000 ---

Rationale for the Budget Request

The FY 2000 President=s budget proposes to fund the Protection and Advocacy Program at $22,957,000.
This funding will alow the program to maintain its activities at the FY 1999 enacted levd.



Center for Mental Health Services

Protection & Advocacy Program

FY 1998
State/Territory Actual
Alabama........ccccoceeeieiiieieceee, $292,440
AlaSKa........uuuuniiiiiiiiiiieceann 259,782
AriZONA..........ocoeeieeeeeeeean, 293,898
ATKANSAS.....uuueeeeeeeeeeeeeeeeeeeeiiiinann, 259,782
California.........cccoovvveeiieiiiiiieee, 1,943,380
Colorado........c.evveeeeiiiiiiiieeeiee, 259,782
CoNNECtiCUL........uveeieeeiiiiiieeeeee 259,782
Delaware........ccccocvieeeiiiiiiiiiienn, 259,782
District of Columbia...................... 259,782
Florida......ccoooveeieiiiiiiiiieicccciins 897,741
[C1=To] (o - R ORRTRR 471,288
Hawali.......c.eeeeieiiiiiiiiiiiiee, 259,782
1dan0.....ooeiiiiii 259,782
INOIS...cciiiiiiii 703,778
Indiana........ccoocieeiiiiiiiiieeee 375,684
JOWAL .. 259,782
Kansas........ccooevveviiieiiieeiiiieciieee, 259,782
KentuCKY......covveeeiiiiiiiiieeeeeeiie, 268,843
LOoUISIANA.......uvverrrrrrerrrenireirenrrennnns 300,729
Maine.......ooeeeiiiiiei e 259,782
Maryland.........ccoccvveiiiiiiiiiiineenn. 296,184
Massachusetts...........ccccuveveeeeeeenn. 346,002
Michigan........ccocceviiiiiiiiiiiieeee 588,331
MiINNesota. .........cooiuvieeeeiiiiiiieeen, 283,885
MISSISSIPPI...vveeeiiiieiiiieeriiee i 259,782
MiSSOUI.....uvveerrnnrrnrreniierirerrenreenanes 342,993
Montana.........coeeeeeeinieiiiiee 259,782
Nebraska.........ccoveeeeiiiiiiiiiiieeene 259,782
Nevada.......ccccovvieeeieeiiniiiieeeeee 259,782
New Hampshire..........ccccccceeeennn. 259,782
New Jersey......cccceeeveeeeiieeeiennnnnnnn. 441,871
New MEXICO.........uvvvvieeeeiiieeeeeeenns 259,782
New York.......... 1,040,100
North Carolina 477,566

North Dakota.........ccccvveeeeeeeeennnnnn. 259,782

FY 1999
Appropriation

$307,385
271,613
314,590
271,613
2,041,368

271,613
271,613
271,613
271,613
951,267

495,779
271,613
271,613
731,471
393,073

271,613
271,613
280,610
311,827
271,613

309,207
358,432
629,518
296,176
271,613

359,193
271,613
271,613
271,613
271,613

463,140
271,613
1,072,815
500,214
271,613

FY 2000
Estimate

$307,385
271,613
314,590
271,613
2,041,368

271,613
271,613
271,613
271,613
951,267

495,779
271,613
271,613
731,471
393,073

271,613
271,613
280,610
311,827
271,613

309,207
358,432
629,518
296,176
271,613

359,193
271,613
271,613
271,613
271,613

463,140
271,613
1,072,815
500,214
271,613

Difference +/-
2000 vs 1999



Center for Mental Health Services
Protection & Advocacy Program

FY 1998 FY 1999 FY 2000 Difference +/-

State/Territory Actual Appropriation Estimate 2000 vs 1999
OO, 706,422 735,314 735,314 --
Oklahoma........cccccevveeeeeciiieeeees 259,782 271,613 271,613 --
Oregon.............. 259,782 271,613 271,613 --
Pennsylvania 743,339 768,827 768,827 --
Rhode Island............ccccoveeeeennnnn. 259,782 271,613 271,613 --
South Carolina..........cccevveeveeeeeeeen.. 259,782 271,613 271,613 --
South Dakota.........eeeeeeeeeeeeieeeennnns 259,782 271,613 271,613 --
TENNESSEL....uvueeiiiiciiiieeeeeeeeaann 346,995 363,170 363,170 -
TEXAS. . cuvveieeeeeeeiiiieee e e e 1,242,120 1,299,717 1,299,717 --
Utah. ..o, 259,782 271,613 271,613 --
Vermont... 259,782 271,613 271,613 --
Virginia....cveeeeeeee e cciee e 407,025 426,026 426,026 --
Washington........c.ccccevviiiiniienennns 338,921 355,198 355,198 --
West Virginia........ccoooveeeiivieennnnn. 259,782 271,613 271,613 --
WIiSCONSIN....cuviiiiiiiiiiiieeeeeeaeeeeens, 327,414 340,093 340,093 --
WYOMING..oeiiieeeiee e 259,782 271,613 271,613 --
469,828 477,560 477,560 --

139,242 145,584 145,584 --

139,242 145,584 145,584 --

139,242 145,584 145,584 --

139,242 145,584 145,584 --

TOTAL, States &Territories.... 21,517,859 22,497,857 22,497,857 -
Set-Aside.......cccceeee 439,141 459,143 459,143 --
TOTAL P&A.....ovveeeeeeeciiieeeee, $21,957,000 $22,957,000 $22,957,000 --



B. CENTER FOR MENTAL HEALTH SERVICES
4. Projectsfor Assistancein Transition from Homelessness (PATH)

Authorizing Legidation - New legidation has been submitted.

1998 1999 2000 Increase or
Actud Appropriation Edimate Decrease
BA .o $23,000,000 $26,000,000 $31,000,000 +$5,000,000
2000 Authorization
PHSA SECHON 535 (Q)....veeuveeueeiiieiieieitiesieeiesteesteete st esteeaesreessesseesseesesneesseeseeneesseensesseenns Expired

Purpose and Method of Operation

The Projects for Assstance in Trangtion from Homeessness (PATH) program was established in FY 1991
asaformula grant program to distribute Federd funds to each State, the Didtrict of Columbia, and the U.
S. Territories to provide services to individuds with severe mentd illness, as well as to individuas with
severe mentd illness and co-occurring substance abuse disorders, who are homeless or &t risk of becoming
homeless. Eligible services funded include: outreach; screening and diagnodtic trestment; habilitation and
rehabilitation; community mental hedth services, dcohol or drug trestment (for mentally ill individuds with
co-occurring substance use disorders); gaff training; case management; supportive and supervisory services
in residentiad settings, and referras for primary hedlth care, job training, and education. In addition, to
improve coordination of services and housing for the target population, alimited set of housing services may
be funded.

PATH ddegatesto States responsbility to determine their own priorities from among the wide array of
eigible services. Under PATH, States are encouraged to develop and implement outcome measures and
have consderable flexibility to determine gods, objectives and outcomes. The PATH program requires
meatching funds of $1 to every $3 of federd funds. In 1996, State and loca matching funds were more than
twice as much as the required amount.

The PATH program contributes to, and benefits from, the CMHS: Knowledge Development and
Application drategy. PATH funded programs serve both as sources and recipients of knowledge
concerning exemplary practices in the delivery of mental hedlth services for the homeess.

Clients Served: The most recent program deta indicate that in FY 1996, 380 locd agencies and/or counties
receved PATH funding. A totd of 76,000 clients were served, with adults in the age range 18-64
comprising 93 percent of the casdoads. Of the clients served, 40 percent were African-American; 8
percent were of Higpanic origin. Persons receiving PATH-funded services have some of the most disabling
mental disorders. For the States reporting diagnogtic information, the most common diagnoses were
affective disorders (37 percent), followed by schizophrenia and other psychotic disorders (34 percent).
Sixty Six percent of dients served had a co-occurring substance use disorder in addition to a serious mentd



illness.

The Projects for Assstance in Trangtion from Homelessness (PATH) Program contributes to the
achievement of Goa 3--Assure Services Avallability/Meet Targeted Needs. See GPRA plan for sandard
measures and program specific measures, and update data.

Funding levels for the past five fiscd years were asfollows:

Funding ETE
1995.... $29,462,000 ---
1996......coviii 20,000,000 me-
1997...oi 20,000,000 ---
1998.....coi 23,000,000 me-
1999, 26,000,000 ---

Rationale for the Budget Request

The proposed funding for this program in FY 2000 is $31 million, an increase of $5 million (19%) over the
FY 1999 appropriation. States will use these resources to provide additiond outreach services and to
enroll more people into mainstream services. For FY 2000 PATH expects to: increase the number of
persons contacted from 102,000 to 115,000; improve targeting of services to those most in need; and
increase the percentage of persons contacted who become enrolled clients from 30% to at least 33%, and
increase the number of participating agencies that offer outreach services from 70% to 80%.



Center for Mental Health Services
PATH Program

FY 1998
State or Territory Actual
Alabama........cccoceviviieeiieeen, $300,000
Alaska.......cccooviiiiiiiiiiin 300,000
AFZONA. ... 300,000
Arkansas 300,000
California 2,381,000
Colorado........ueeveeveeeieiiiiiiiiieeeeee, 300,000
CoNNECHICUL.....cuvviiieeeeiciiiieeeeeee 300,000
Delaware........cccoovvvvieeeeiieeeneeeeeennn, 300,000
District of Columbia...................... 300,000
Florida.......cooouvieeiiiiieiciiiieeeen 952,000
[CT=To] o F- FUUU TR 305,000
Hawaii... 300,000
1daho....oceiiii 300,000
HNOIS...cceeieeieiieieiecciee e, 793,000
INdiana.......cccvvvvvvveeeeieieeeeeeeeeeeeen, 300,000
JOW@L . 300,000
KaNSaS......ccooiiiiieeiiieieeeeeee e 300,000
Kentucky 300,000
Louisiana.........ccuveereeeiiiiiiiiieeees 300,000
Maline......ccocuvviieiiiiieeeeeeee e 300,000
Maryland..........coooeeevieeeiniieennen. 335,000
Massachusetts............ccccvvvveeeeeeen. 442,000
Michigan........cccceevviieiiiiiieee 544,000
Minnesota... 300,000
MiSSISSIPPI.cceeeiiiiiiiiee e 300,000
MiSSOUI.....uuvuuuiiiriiiiiiiiiiiieiiinieeninns 300,000
Montana..........cceevvveiieee e, 300,000
Nebraska.........ccoocvvvvvvvrnrnnnnnnnnnnnn. 300,000
Nevada.......cccoovvvveeeieiiiiiiiieeeeee 300,000
New Hampshire 300,000
New Jersey......cccoeeevveeeivieeiennnnnnnn. 620,000
New MeXICO.......ccveeeeeeriiiiiiiiiiennn. 300,000
NeW YOrK.....coccevvvvveeeiiiieeee e, 1,320,000
North Carolina..........c..cccccceeeeennn. 300,000

North Dakota.........cceeveeeeeeeeeeeeenn. 300,000

FY 1999
Appropriation

$300,000
300,000
314,000
300,000
3,015,000

300,000
300,000
300,000
300,000
1,205,000

386,000
300,000
300,000
1,004,000
319,000

300,000
300,000
300,000
300,000
300,000

424,000
560,000
688,000
300,000
300,000

329,000
300,000
300,000
300,000
300,000

785,000
300,000
1,671,000
300,000
300,000

FY 2000
Estimate

$300,000
300,000
409,000
300,000
3,920,000

366,000
378,000
300,000
300,000
1,567,000

502,000
300,000
300,000
1,305,000
415,000

300,000
300,000
300,000
343,000
300,000

551,000
728,000
895,000
365,000
300,000

428,000
300,000
300,000
300,000
300,000

1,021,000
300,000
2,173,000
387,000
300,000

Difference +/-
2000 vs 1999

95,000

905,000

66,000
78,000

362,000

116,000

301,000
96,000

127,000
168,000
207,000

65,000

99,000

236,000

502,000
87,000



Center for Mental Health Services
PATH Program

FY 1998 FY 1999 FY 2000 Difference +/-
State or Territory Actual Appropriation Estimate 2000 vs 1999

(@] o1 o T U TR 622,000 788,000 1,025,000 237,000
Oklahoma.........coeeeeeeiieeicciiiiieenn, 300,000 300,000 300,000
(@ 17=T (o] o SRR 300,000 300,000 300,000
Pennsylvania...........cccccooeevvevinenne 674,000 853,000 1,110,000 257,000
Rhode Island............ccccoveeeeennnnee. 300,000 300,000 300,000
South Carolina...........cccoveeeeennnnne. 300,000 300,000 300,000
South Dakota........ceeeeeeeeeeeeiieiennn, 300,000 300,000 300,000
TENNESSEL.....ovvieeeviiiiiieeeeeiiieeens 300,000 300,000 341,000 41,000
B =0 L 1,063,000 1,346,000 1,751,000 405,000
Utah.oeeeeeeeeeeee, 300,000 300,000 300,000
Vermont... 300,000 300,000 300,000
Virginia .. oveeeeeeeeeeiee e 358,000 453,000 590,000 137,000
Washington.........cccceevvveeviienenns 301,000 381,000 495,000 114,000
West Virginia........ccccceeeeeeeiiinnnenn. 300,000 300,000 300,000
WIiSCONSIN.....cvviiiiiiiiiciieeeeeeee e, 300,000 300,000 379,000 79,000
WYOMING....cooveeeiieeeciee e 300,000 300,000 300,000
Puerto RiCO........ccccovvvveieeeeiie, 300,000 300,000 327,000 27,000
American Somoa 50,000 50,000 50,000
GUAM...ccoiiiee e 50,000 50,000 50,000
North Mariana Islands.................. 50,000 50,000 50,000
Virgin Islands.........cccccceeviiveeinnn, 50,000 50,000 50,000
Total, States & Territories...... 22,310,000 25,221,000 30,071,000 4,850,000
Set-ASide......ouvvciieiiiieeeeeieee, 690,000 779,000 929,000 150,000
TOTAL, PATH.....cooiiiiiieeee, $23,000,000 $26,000,000 $31,000,000 $5,000,000



B. CENTER FOR MENTAL HEALTH SERVICES
5. Mental Health Block Grant (MHBG)

Authorizing Legidation - New legidation has been submitted.

1998 1999 2000 Increase or
Actud Appropriation Edimate Decrease
BA .o $275,420,000 $288,816,000 $358,816,000 +%$70,000,000
2000 Authorization
Mental Health BIOCK GIat ..........c.ooveiueeiieeieiiesie ettt eae e Expired

Purpose and Method of Operation

The Mentd Hedth Block Grant (MHBG) supports comprehensive, community-based systems of care for
adults with a serious mentd illness (SMII) and children with serious emotiond disturbances (SED). Grants
are awarded to States and Territories based on alegidated formula (described below). States are required
to develop annud plans with input from State Planning Councils and must include godss, objectives, and
performance indicators. This process enables States to better meet the unique needs of their SMI and SED
populations. Examples of populations served by Block Grant supported community-based programs
include, but are not limited to:

Adults with severe mentd illness
(1) who have ahigtory of repeated psychiatric hospitalizations or repeated use of intensve community
services
(2) aredudly diagnosed with mentd illness and substance abuse,
(3) haveahigtory of interactions with the crimind judtice system, induding arrests for vagrancy and other
misdemeanors, or
(4) are currently homeless.

Children with serious emotiona disturbance who:
(1) areat risk of out-of-home placement,
(2) aredudly diagnosed with serious emotiona disturbance and substance abuse, or
(3) asareault of ther disorder are a high risk for the following sgnificant adverse outcomes: attempted
suicide, parentd relinquishment of custody, a brush with the law, behavior dangerous to sdf or
others, running away or being homeless.

By way of Set-Aside Funds the MHBG aso supports national data collection and technical assstance
activities on menta hedth issues of loca and nationd importance. A mandatory 5 percent set-aside is used
to support technical assistance, data collection and evaluation to the States and in recent years, standards
development for performance-based managed care has been atop priority. The set-asde funding is used
to established a partnership between CMHS and the States to help:



$ improve effectiveness and cost efficiency of menta hedth services ddivery;

$ evaduatethe qudity and efficiency of State and locd service programs,

$ respond to changes in the financing and ddivery of menta hedlth services; and

$ increase involvement of consumers and family membersin dl aspects of services.

Technicd Assstlance: The Center provides on-Site technica assstance to States and regions on al issues
of importance to menta hedth planning, service delivery, and evaduaion. CMHS supports specid menta
hedth-rdated projects and events, including regiond and nationa conferences, offers State menta hedth
authorities, consumers, families, and State planning councils the resources of a comprehensive library of
resource materias, communicates dectronicaly with the mental health community through the World Wide
Web and aforum on the Nationd Menta Health Knowledge Exchange Network; maintains a database of
expert consultants, and publishes a quarterly newdetter. CMHS aso supports technica assstance and
andysis focusing on specid populations or serviceissues. Recent activities include andysis and technica
assgance related to the elderly population, development of culturad competence standards for managed
care systems, and development of training protocols for behaviord hedth professonaswaorking in primary
care sttings.

Technicd assstance can come in the form of a publication, nationd meeting etc. For example, on
September 15, 1998, CMHS and CSAT released the results of amgor study of nationd expenditures for
mentd hedth, dcohol, and other drug abuse trestment. This study, which is the firs mgor update of
spending estimates since those published by Rice et d. in 1990, isthe result of a collaboration between the
managed care officesin the two centers. Estimates are presented by payer and type of provider for 1996,
and trends since 1986 are identified. In addition, the study provides estimates that alow direct comparison
with those published by HCFA for dl hedth care.

A key finding from the study indicated that of the total $79.3 billion spent nationaly on trestment of mental
hedlth and abuse of dcohol and other drugs, $66.7 billion was for trestment of menta illness. Other key
findings from the study were published in the September/October, 1998 issue of Hedth Affairs. The full
report, National Expenditures for Mental Hedlth, Alcohol and Other Drug Abuse Treatment, 1996, is
available from the CMHS Knowledge Exchange Network. Unlike previous studies, CMHS and CSAT
intend to update these estimates annudly, to ensure that information on nationa spending for MH/SA
servicesis kept current.

Data Collection/Essential Nationd Benchmark Informationt The National Reporting Program collects
essentid information on the organization, financing, and operation of mental hedth organizations, generd
hospital psychiatric services, and managed behaviora hedthcare organizations.  Such information covers
both public and private systems of care. To examine changes in the types of persons served, surveys of
consumer characteristics and service use are conducted periodicdly.  Specid projects have been
undertaken to examine the availability and use of menta hedth services in dl types of criminad judtice
settings, and in consumer-operated self-help programs. Numerous requests are received by this program
for benchmark datidtica information. A biennia publication, Mental Hedlth, United States, is prepared to
examine key policy issuesin the fiedld and to provide a compilation of datistica information.




Data Callection/Information Infrastructure: To respond to the needs for improved qudity tools, the Mentd
Hedth Statistics Improvement Program is currently engaged in severd initiatives. Theseindlude a project
to define a new, consensudly based information system for menta hedlth that incorporates population data
aswdl as services, outcome, and performance indicator information. A second project tets the feasibility
of a Consumer-Oriented Report Card for behaviora hedthcare plans. A third project pilots a set of
performance indicators for the State mental hedlth agencies as described immediately below.

Daa Callection/Partnership for Planning and Performance: Over time, an increasing awareness has
developed regarding the critical importance of accountability. To successfully meet the needs of persons
with mentd illness, States and others must be able to document that funds have been expended carefully
and that desired effects have been achieved. The Partnership for Planning and Performance project will
enhance the management and reporting cgpacity of States and will serve as agarting point for comparability
of performance indicators among State menta health syssems. The project will provide necessary lessons
for CMHS to use in congdering accountability for State systemsin the future. The project has three phases
feadbility assessment, pilot testing, and implementation. Phase one of this project, feasibility assessment,
is completed and awards to 16 States for the phase two pilot of performance indicators were made in FY
1998.

Funding levelsfor the past five fiscd years were asfollows:

Funding FTE
1995.... e $277,919,000 11 1996
275,420,000............... 11
1997 275,420,000 11
1998......occeeeeecee e, 275,420,000 11
1990.....c e 288,816,000 11

Data Elements Used to Calculate State Allotments

FY 1999: The 1999 State dlotments under the Block Grant were determined after implementing the
minimum alotment provisions of the Appropriation Act for fisca year 1999. Section 218 of Public Law
105-277 permitted the Secretary to implement current law including the change to the use of non-

manufacturing wages, but established minimum dlotments. The generd principle of the minimum dlotments
was that no State would be dlotted less than the amount they received in fiscal year 1998.

The 1999 State dlotments were generated using the following factors:

C Tota Persona Income (TPI) - Bureau of Economic Anayss, Depatment of Commerce,
downloaded from BEA website, Persond Income by State and Region, for years 1994-1996.



Resident Population - Bureau of the Census, Department of Commerce, downloaded from Census
website, Annua Time Series of Population Edimates by Age and Sex, By Single Y ear of Age and
Sex, data as of 7/1/1996.

Total Taxable Resources (TTR) for years 1994-1996 - Office of Economic Policy, Department
of the Treasury, provided directly to OAS.

Population data for the territories based on 1990 Census Data except Micronesiaand the Marshall
Idands. Population data for Micronesia and the Marshdl Idands are based on 1980 census data
and the average rate of population change from the 1980 to the 1990 census. Because Micronesia
and the Marshdl 1dands had entered into a Compact of Free Association with the United States,
they were no longer conddered territories in 1990 and therefore were included in the 1990 census.

A Cog of Services Factor which includes the following: Fair Market Rents for the Section 8
Housing Assstance Payments Program C Fiscd year 1997, from the U.S. Department of Housing
and Urban Development, Federal Register, September 20, 1996, Vol. 61, No. 184, pages
49576-49635, from website http://www.hud.gov and then ftp@ftp.aspemsys.com. 1990
Census mean hourly wages for selected industries and occupations (specid datafile prepared by
the Bureau of the Census) updated using the percent change for HCFA mean hourly hospitd wages
(unadjusted) for FY 1990 (from a specid data file prepared by the Hedth Care Financing
Adminigration) and FY 1993 hourly hospita wages developed from the FY 1997 HCFA Hospita
I npatient Prospective Payment System Wage Rates [published in the Federal Register, August 30,
1996, Vol. 61, Number 170, pages 46165-46215 with corrected data published in the Federal
Register December 19, 1996, Val. 61, Number 245, pages 66919-66923] in the HCFA public
use file AHCFA Hospitd Wage Index Survey Filel of Hospitd Inpatient Prospective Payment
System FY 1997 Rates downloaded from website http://www.hcfa.gov/stats/pufiles.htm and
corrected per the December 1996 revisons.

FY 2000: Sincethe minimum dlotment provisons of P.L. 105-277 goplied only to fiscd year 1999 funds,
Sate dlotments for FY 2000 will be determined using current law including the use of non-manufacturing
wage data in calculating the cost of servicefactor.  The factors that were used in producing the FY 2000
table are;

C

Tota Persona Income (TPI) - Bureau of Economic Andyss, Department of Commerce,
downloaded from BEA website http://mwww.bea.doc.gov/bea/dr/spitbl-d.htm#table2 - Table
2, Persona Income by State and Region, 1993-1997, release date 9/14/98, aso available from
http://www.bea.doc.gov/bea/ar 1098renvtablel.htm.

Resident Population - Bureau of the Census, Department of Commerce, downloaded from Census
website, text file AG9797.txt, 1990-to-1997 Annud Time Series of Population Estimates by Age
and Sex, By Single Year of Age and Sex, public release date 7/21/98. Census webste is
http: //www.census.gov/popul ation/estimates/state/stats/ag9797.txt. (data as of 7/1/97).



C Totd Taxable Resources (TTR) - Office of Economic Policy, Department of the Treasury, provided
directly to OAS via email, filename NM98BEST.wk4, reease date 9/30/98, Totad Taxable
Resources, 1994-1996.

C Population data for the territories based on 1990 Census Data except Micronesaand the Marshall
Idands. Population data for Micronesia and the Marshdl Idands are based on 1980 census data
and the average rate of population change from the 1980 to the 1990 census. Because Micronesia
and the Marshall Idands had entered into a Compact of Free Association with the United States,
they were no longer consdered territoriesin 1990 and therefore were included in the 1990 census.

C A Cog of Services Factor which includes the following: Fair Market Rents for the Section 8
Housing Assstance Payments Program C Fscd year 1997, from the U.S. Department of Housing
and Urban Development, Federal Register, September 20, 1996, Vol. 61, No. 184, pages
49576-49635, from website http://www.hud.gov and then ftp@ftp.aspemsys.com. 1990
Census mean hourly wages for selected industries and occupations (specid datafile prepared by
the Bureau of the Census) updated using the percent change for HCFA mean hourly hospital wages
(unadjusted) for FY 1990 (from a specid data file prepared by the Hedth Care Financing
Adminigration) and FY 1993 hourly hospita wages developed from the FY 1997 HCFA Hospita
I npatient Prospective Payment System Wage Rates [published in the Federal Register, August 30,
1996, Vol. 61, Number 170, pages 46165-46215 with corrected data published in the Federal
Register December 19, 1996, Val. 61, Number 245, pages 66919-66923] in the HCFA public
use file AHCFA Hospital Wage Index Survey Filel of Hospitd Inpatient Prospective Payment
System FY 1997 Rates downloaded from website http://www.hcfa.gov/stats/pufiles.htm and
corrected per the December 1996 revisions.

The Menta Hedth Block Grant contributes to the achievement of God 3--Assure Services
Avallability/Meet Targeted Needs. See GPRA plan for sandard measures and program specific messures.

Basdine and update data are not yet available, but outcome data will be collected on avoluntary basisin
the FY 1999 Block Grant application.

Rationale for the Budget

The FY 2000 President=s budget proposes thet the Menta Hedlth Block Grant be funded at $358,816,000,
an increase of $70,000,000 over the FY 1999 enacted level. Thisleve of funding will assure that each
Saewill recaive an increase over thar FY 1999 dlotment. Thisincrease will renvigorate the State systems
of community based care and hep States expand services to respond to the continuing unmet need of adults
with serious mentd illness and children with serious emotiond disturbances. Every night, about 200,000
people with mgor mentd illness are homeess; and each year, more than 1 million youth come in contact
with the juvenile justice sysem. Reportsindicate that these unmet menta health nesds result in cogsto the
nation that are equa to costs for cancer or heart disease.

Theinfuson of these additiond fundswill be critica in enabling State menta hedlth authorities to Sgnificantly
influence efforts to reorganize hedth care ddivery sysems to ensure sufficient access to quadity menta hedth



care for underserved populations.  The increase will help States with the cost of new medications and
treetment modalities, school violence abatement programs, jal diverson programs for youths, post
incarceration and post hospitalization community service programs, and community-based suicide
prevention programs for youths and the ederly. Thisincrease will dlow States and communities to focus
on gaps between needs and sarvices, such as case management or school based services for persons who
do not meet criteriafor other funding streams, yet for whom services would prevent suffering and increased
expenditures at later points of entry for care. States will be better equipped to respond to mental health
needs of persons moving from wefare-to-work as aresult of welfare reform legidation and to co-occurring
disorders among individuas with mental heath and substance abuse problems.

Savice Expanson

There are numerous communitieswithin the States and Territories that will be able to begin to address their
needs by expanding their comprehensve community based services to adults with a serious mentd illness
(SMI) and children with a serious emotiond disturbance (SED). States will be able to expand the access
and availability of rehabilitation, employment, housing, educationd, medicd, hedth, menta hedth, and other
support services. Outreach and services to homeess individuas with SMI and persons residing in rurd
areas will dso be expanded with additiond funds. The expangon of the comprehensive community-based
mentd hedth service sysem will dlow for further reduction in the numbers of individuals resding in inpetient
or resdentid indtitutions and alow them to function in the community to the maximum extent of their

cgpabilities.

Additiondly, this increased funding will provide essential menta hedlth services for adults and children.
Research has indicated that provisions of basic services such as physician and medication, aone, generaly
are not effective. The services listed below are among those which have demonstrated success with our
Natiorrs children and adults living with a serious mentd disorder. Knowledge being gained from the KDA
programsisfinding anaurd homein the Mental Hedlth Block Grant Program being implemented in States
across the Nation.

For Adults:

- asstive community treatment, including the Program of Assertive Community Trestment  (PACT)

- hogpita discharge planning, beginning the day of admisson and including theinvolvement of  the

individua-s community case manager,

--  psychiatric rehabilitation,

--  integrated menta health and substance abuse treatment for those with dua diagnoss,

--  case management, including assistance obtaining affordable and appropriate housing in community
Settings, income support and other benefits,

--  Consumer peer support programs,

--  consumer-run drop-in and other community programs,

-- family education and training on management of menta illness and on available services,

--  medication education and management,

-- in collaboration with crimind justice agencies, programs to identify and refer persons with serious
menta disorders to gppropriate community-based service providers following contact with the law,



--  mentd hedth treatment for welfare recipients making the trangtion from welfare to work as aresult
of wefare reform legidation, and
--  other evidenced-based service interventions or innovative services.

For Children

--  day treatment programs (school-based and free-standing),

--  school-based menta hedth services, including crisis services, mentd hedth consultation for teechers
and adminigtrators, behaviora aides and other services, except that such funds shall not be used for
sarvices covered under a child-s Individudized Education Program through the Individuas with
Disabilities Education Act,

--  intengvein-home services,

--  behaviord aides and community mentors,

--  family education and training on management of serious emotiona disturbance and on avalable
services,

-- crigsmenta hedth services,

--  family support services,

--  family respite care services,

--  case management, and

--  other wraparound services designed to keep the child safely in the home or, if appropriate, other
community setting, e.g., trangportation, housing, child care.

Crimind Judtice Issues and Menta Hedth

The sheer magnitude of people with serious psychiatric disorders entering jalsis saggering.  On an average
day, between 9% of men and 18.5% of women entering locd jalls have ahigtory of serious mentd illness,
arae higher than that of the generd population and of the genera prison population.? Because of the rapid
turnover in the jail population, this trandates into nearly 700,000 admissonsto jails annualy condtituting
people with serious menta disorders. Fewer than one-haf (48%) of jails work with community menta
hedth centersin providing menta hedth services. States need additiond Block Grant funding for discharge
planning and to ensure post incarceration, community-based services to individuas exiting locd jails and
prison systems.

Wedfare Reform

Wdfare reforms for some people are resulting in increasing poverty and family stress without supporting
and grengthening afamily=s psychologica resources. Such reforms too often have negative consequences
on family members, especidly children. An increase in the Menta Hedlth Block Grant can help provide
basic psychologica support services to independent adults and families, through collaboration with public
welfare systems and other human services, to thwart the intensification of stressors associated with the

2
Teplin, LA; Abram, K.M.; and mcCelland, G.M. (1996) Prevalence of psychiatric disorders among incarcerated women. Archives of
Genera psychiatry. 53:505-11.



trandtion to living without public welfare benefits.

Co-Occurring Disorders

Additiond Block Grant funding will be of particular help to States as they try to respond to the growing
problem of persons with both mental health and substance abuse disorders. A nationd survey has found
that 8 to 11 million people have bath amenta hedth and substance related problem.  Alcohol-use disorders
and/or drug abuse conditions commonly occur in people with other severe mentd illnesses, such as
schizophreniaor bipolar disorder; and can exacerbate their psychiatric, medica and family problems. Block
Grant funds will be used by States to more effectively improve detection of dcohol-rdated and drug abuse
problems, establish diagnoses, and develop appropriate treatment plans for persons with severe menta
illness

Seat-Asde Funds for Technica Assstance and Data Collection

Additiond block grant funds will provide funds for continuing and new technica assistance activities and
data collection. For example, studies and policy analyses both point to a precipitous decline in the
availability of financia resources for menta hedth services. This decling, in part, may be atributed to the
greater accountability now required by payersfor the resources they expend. Since the menta hedlth field
does not have consensudly agreed upon quality tools -- practice guiddines, outcome measures , report
cards, and performance indicators -- those negotiating managed care contracts cannot document quality
and outcome of care for payers. Asareault, payers have reduced their behavioral hedthcare benefit
costs 54 percent between 1988 and 1997 -- a cut of 670 percent more than cuts taken by genera
hedlthcare benefit costs. To addressthis, additiond set-aside funds will continue to support and expand
the collection of essentia nationa benchmark information, the development of information infrastructure,
and partnership for planning and performance activities.



Substance Abuse and Mental Health Services Administration

Community Mental Health Services Block Grant, FY 1998-2000

FY 1998

State / Territory Actual

Alabama.........ccccooviiiiiiinniiiiinn, $3,875,371
Alaska.........cccoeeiiiniiiii 429,159
AriZONA.....ciiiiiiiieieeeeas 3,870,297
Arkansas.........cocoeeeiiiniinennnnn. 2,232,840
California.......cocooevviiiiiiinennnn, 34,513,517
Colorado......cc.oooeiiiiiiiiiiiiin, 3,750,325
ConnectiCut........coeevvviieniiennn.. 3,241,039
Delaware.......ccoceevvieieiininnnn, 730,894
District Of Columbia 596,523
Florida.......... 12,239,345
[1=To T o [ TR 6,194,485
Hawalii.......cooooorieiiiie 1,243,596
1daho. ... 1,070,863
HINOIS. ..o 11,194,433
Indiana..........cccooeeeiiiiiiiiiiiinnnn, 6,332,808
IOWaL..eviiiiiiiiic 2,740,750
Kansas..........ccccvviviiiiiiiiiiinins 2,374,949
Kentucky.........cooevviiiiiiiiiinii 3,670,758
Louisiana..........oocevveiniiniinn, 4,376,363
Maine......ovviiiiiiii 1,265,584
Maryland...........cooeeviiiiiinnnnn. 5,707,845
Massachusetts..............ccoenen 6,360,517
Michigan........ccoeeiiiiiiiiininnns 10,771,969
Minnesota...........coeeviininnnnn. 4,438,360
MiSSISSIPPI...ucveiiiiciiiiiiiiieeans 2,456,254
MiSSOUri...cviiiiiiiiiiiiiieeen, 4,797,839
Montana.. 873,926
Nebraska 1,300,783
Nevada..........cccooeieiiiiiinnnnn, 1,450,044
New Hampshire..................... 1,154,144
New Jersey.......cccceereiviiiiinnnn. 8,090,233
New MexXiCOo..........coevervinnnnnne 1,426,307
NeW YOrK......oooovvveniiieiinennnn. 17,669,287
North Carolina........................ 6,238,341
North Dakota..............cooeeeeennn. 548,729
ORNi0. e 12,772,348
Oklahoma.........cooecvvviiiniinn. 3,049,628
OregoN.....ccvviviiiiiiiciieeees 3,228,481
Pennsylvania............ccocooeeens 12,024,336
Rhode Island.......................e. 895,462

FY 1999
Appropriation

$3,971,612
588,437
4,579,039
2,316,177
35,155,183

3,750,325
3,241,039
730,894
596,523
15,386,850

7,389,430
1,243,596
1,070,863
11,194,433
6,332,808

2,740,750
2,374,949
3,733,632
4,376,363
1,265,584

5,707,845
6,360,517
10,771,969
4,438,360
2,531,443

4,797,839

873,926
1,367,377
1,689,409
1,154,144

8,107,027
1,490,170
18,640,661
6,498,831
579,458

12,772,348
3,049,628
3,228,481

12,024,336
1,013,252

FY 2000
Estimate

$5,289,314
721,492
5,779,821
3,008,799
46,535,232

4,347,331
4,025,643
808,105
726,105
20,162,974

9,741,379
1,506,808
1,389,768
13,557,580
7,074,787

3,095,824
2,789,115
4,874,405
5,331,372
1,511,891

7,006,130
7,548,019
11,725,962
4,934,026
3,302,968

5,910,467
1,036,533
1,740,914
2,202,414
1,290,056

10,383,870
1,887,309
23,953,168
8,550,899
740,843

12,946,890
3,927,023
3,770,612

14,525,618
1,294,391

Difference +/-
2000 vs 1999

$1,317,702
133,055
1,200,782
692,622
11,380,049

597,006
784,604
77,211
129,582
4,776,124

2,351,949
263,212
318,905

2,363,147
741,979

355,074
414,166
1,140,773
955,009
246,307

1,298,285
1,187,502
953,993
495,666
771,525

1,112,628
162,607
373,537
513,005
135,912

2,276,843
397,139
5,312,507
2,052,068
161,385

174,542
877,395
542,131
2,501,282
281,139



Substance Abuse and Mental Health Services Administration

Community Mental Health Services Block Grant, FY 1998-2000

FY 1998 FY 1999 FY 2000 Difference +/-

State / Territory Actual Appropriation Estimate 2000 vs 1999
South Carolina.........c..ccceenan. 3,386,545 3,451,050 4,529,118 1,078,068
South Dakota.........cccoovrveeenn. 579,888 611,875 785,512 173,637
TENNESSER.....cveveiiecieiaieea, 4,613,933 4,896,610 6,454,889 1,558,279
TEXAS. v 16,264,840 19,588,185 25,520,651 5,932,466
ULAN. oo 1,579,290 1,654,986 2,222,499 567,513
Vermont.... 611,017 611,017 694,117 83,100
Virginia. oo 6,162,479 6,982,802 8,988,622 2,005,820
Washington..........cooeerernn. 6,001,118 6,001,118 7,196,398 1,195,280
West Virginia.....c..ooieerneenns, 1,941,957 1,941,957 2,264,098 322,141
WiSCONSIN....vevriiciieceieiines 5,001,980 5,001,980 5,737,161 735,181
Wyoming 382,485 382,485 413,150 30,665
State Sub-total............. 257,724,264 270,259,573 335,762,072 65,502,499

50,000 50,000 59,238 9,238

128,389 134,969 168,636 33,667

50,000 50,000 54,896 4,896
PUEMO RICO....coiireiiirinin, 3,396,063 3,570,111 4,460,636 890,524
PalAU. .. 50,000 50,000 50,000 0
Marshall Islands... 50,000 50,000 56,657 6,657
Micronesia..........cooeeveiiiiiiinnn. 102,115 107,349 134,125 26,777
Virgin 1slands........ccovoveerennne 98,168 103,199 128,940 25,742
Territory Sub-total....... 3,924,735 4,115,628 5,113,128 997,500
SAMHSA Set-Aside...... 13,771,001 14,440,799 17,940,800 3,500,001
GRAND TOTAL............ $275,420,000 $288,816,000 $358,816,000 $70,000,000



